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by Dr. Susan Keane. 93 pp. 
In spite of the recognition of maternal psychopathology 
and poor peer relations as "at risk" factors of child 
psychopathology, little attention has been given to the 
mother-child relationship as a mediator of, and an ultimate 
influence on the development and maintenance of child 
/ 
psychopathology. The goal of this study was to delineate the 
interrelationship of and the hierarchical impact of these 
factors in predicting concurrent child psychopathology. 
A Hierarchical Multiple Regression Analysis yielded a 
significant multi-determinant predictive model of concurrent 
child psychopathology that accounted for over 29% of the 
variance on a continous measure of child psychopathology. 
Once the variance accounted for by the demographic variables 
was partialled out, two specific mother-child relationship 
dimensions from the Child Report of Parent Behavior 
Inventory (CRPBI): autonomy promotion versus psychological 
control, and firm versus lax disciplinary control, 
significantly accounted for the most variance (combined 
Rz=.0927) on concurrent child psychopathology, over maternal 
psychopathology and peer sociometric status. Children who 
perceived their mothers as controlling and strict were more 
likely than children who viewed their mothers as less 
controlling (or autonomy promoting) and lax to evidence high 
levels of symptoms. In effect, maternal psychopathology and 
peer sociometric status did not significantly account for 
further variance, once the variance accounted for by 
demographic variables and the CRPBI mother-child 
relationship factors were partialled out. Implications for 
clinical applications, theoretical debate and further "at 
risk" research are discussed. 
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In the last 25 years, research has been conducted with 
the aim of delineating those factors which place children at 
risk for developing psychopathology. When "at risk" factors 
are present the probability of a psychopathological outcome 
is increased but is not imminent. In other words, no child 
is considered irreversibly vulnerable to psychological 
dysfunction. Researchers have become intrigued, in fact, by 
those children who seem to emerge from the most adverse of 
conditions seemingly unscathed. Such children have served as 
the impetus for a line of research that parallels the "at 
risk" research and examines factors that seem to protect 
children and therefore, deem them invulnerable (Anthony, 
1987). Invulnerability refers to the child's apparent 
resilience to factors usually associated with 
psychopathology. The value of risk and resilience research 
lies in its potential to: 1) guide the development of early 
intervention or prevention strategies, once the precursors 
of maladjustment and the protective factors have been 
identified, and 2) to provide evidence to support or 
disallow theories of the etiology and maintenance of 
psychopathology. Most of the "at risk" research, thus far, 
has been based on single factor models with the primary 
focus being on maternalpsychopathology, parental 
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socioeconomic status, or physiological differences in 
infancy (Seifer & Sameroff, 1987). However, recent lines of 
thought have criticized the use of single-factor models of 
psychopathology and proposed the use of multi-determinant 
models in order to represent the complexity of mental 
disorders and to yield more robust and reliable predictions. 
Unlike single-factor models, multiple-factor models would 
better represent the developmental processes from which 
normal or abnormal behavior evolves (Seifer & Sameroff, 
1987) and the complex pattern of behavioral and ecological 
events involved (Labouvie, 1986). 
An epigenetic view of development is consistent with 
the concept of multi-factorial models of psychopathology. 
Proponents of this view argue that personality develops from 
a foundation which increases in organizational complexity 
and becomes increasingly differentiated from earlier general 
modes of engaging the environment. Thus, the child's early 
experience is thought to provide the basis upon which later 
development builds (Sroufe & Rutter, 1984). For this reason, 
many developmentalists have emphasized the fundamental 
importance of the mother-child relationship as the 
foundation of healthy development, and the forerunner of 
subsequent relationships and of adaptation to the 
environment. Bowlby (1979) argued that an early, emotionally 
supportive relationship with one's parents, in combination 
with the parents' encouragement and respect for the child's 
growing autonomy, were the necessary conditions for 
fostering psychologically healthy functioning. Conversely, 
this view would dictate that a dysfunctional early 
relationship often leads to future psychological disorder. 
Likewise, psychoanalytic theorists have historically 
stressed that early experience with significant others 
becomes internalized in the process of personality 
development and affects subsequent relationships and the 
overall psychological well being of the individual (e.g., 
Greenberg & Mitchell, 1983). 
One might conjecture, then, that the parent-child 
relationship would overshadow other factors associated with 
the development and maintenance of childhood 
psychopathology. Yet, in the "at risk" literature, the 
emphasis on non-biological precipitants to psychopathology 
has two major foci: maternal psychopathology, in the 
clinical field; and peer relationships in the developmental 
field. The present study focuses on the possibility that 
maternal psychopathology and peer relations are associated 
with the mother-child relationship. If this is the case, the 
mother-child relationship may be the broader variable that 
accounts for the correlation between both poor peer 
relations and maternal psychopathology and concurrent 
behavioral and emotional problems in childhood. 
Maternal Psychopathology as an "At Risk" Variable 
The majority of the studies considering parental 
psychopathology as an "at risk" variable have sought to 
identify the offspring of affectively disturbed individuals 
as potential psychiatric patients. They have not been as 
concerned with parenting per se, with the effect of 
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variations in parenting, or with the contribution of 
paternal versus maternal roles to the development of 
offspring, but have instead traditionally assumed the 
transmission to be vaguely genetically based (Musick, Stott, 
Spencer, Goldman, & Cohler, 1987). 
Children with an affectively disordered parent are 
three times more likely to have a DSM-III diagnosis than 
children of psychologically well parents (Weissman, Prusoff, 
Gammon, Merikangas, Leckman, & Kidd, 1984) , with depressive 
disorders being the most common primary diagnosis (e.g., 
McKnew, Cytryn, Efron, Gershon, & Bunney, 1979) followed by 
attention deficit disorders and separation anxiety 
(Weissman, et al., 1984). Moreover, children of depressed 
parents show impairments in emotional, somatic, social, and 
behavioral functioning even when a clinical diagnosis is not 
applicable (e.g., Weintraub, Neale, & Liebert, 1975; Welner, 
Welner, McCrary, & Leonard, 1977; Billings & Moos, 1983; 
Beardslee, Bemporad, Keller, & Klerman, 1983). To explore 
the relationship between the parents' and child's level of 
psychopathology, Archer, Stolberg, Gordon, & Goldman (1986) 
compared the MMPIs of a sample of inpatient and outpatient 
adolescents and their parents. Overall, their results 
demonstrated a relationship between the adolescents and 
their mothers, but no significant relationship between the 
MMPIs of adolescents and fathers. Specifically, the results 
indicated significant relationships between the type and 
intensity of psychopathology reported by adolescents and 
their mothers. Furthermore, the MMPI elevations were 
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significantly higher for both the adolescents and their 
mothers when the adolescent was admitted to an inpatient 
facility as opposed to an outpatient facility. Thus, 
according to the authors, the degree of maternal 
psychopathology was related to the degree of disturbance the 
adolescent displayed, although the authors did not control 
for the added situational stress of an inpatient admission. 
The investigators interpreted the higher relationship of 
adolescent psychopathology to maternal psychopathology, over 
paternal psychopathology, as a possible reflection of the 
"relative distribution of parenting responsibilities and 
influences within traditional family structures with deviant 
children" (p. 189). 
Results of the correlational research are clearly 
suggestive of a link between psychological disturbances in 
parents and their children, but as Rutter and Sandberg 
(1985) point out, this association may be somewhat 
misleading if it is interpreted in a manner in which 
parental mental illness is thought to predispose children to 
psychological dysfunction. They suggest that the association 
may be an artifact if the criterion for the child's 
disturbance is based solely on clinic attendance, since 
mentally ill parents may be more likely than other parents 
to seek help for their children through mental health 
facilities. This possibility can be easily examined, 
however, by using more direct measures of psychopathology 
such as self-report questionnaires and clinical diagnostic 
interviews within the general population, rather than 
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relying on indices of clinic attendance. A study by Pfeffer 
and her colleagues (Pfeffer, Zuckerman, Plutchik, & 
Mizruchi, 1984) indicated that 55% of school children, who 
had no history of psychiatric care, demonstrated diagnosable 
psychopathology. In fact, there were two DSM-III diagnoses, 
overanxious disorder and oppositional disorder, that 
occurred more frequently in school children than in 
inpatient children. A second less easily solved conceptual 
problem raised by Rutter and Sandberg (1985) is one which 
concerns the extent to which the psychological risk to the 
child stems from the parental psychopathology per se, rather 
than from factors indirectly associated with the 
psychological disorder. Not all children of psychologically 
distressed parents are afflicted with psychological 
disorders themselves; and moreover, psychological disorders 
in adults are bound to be accompanied by features not 
directly associated with the psychological disorder, such as 
marital discord, family disruption and poor parenting 
(Rutter and Sandberg, 1985), all of which may contribute to 
the child's own dysfunction. In fact, Rutter (1966) found 
that the association between parent and child 
psychopathology was greatest when the parents' symptoms 
impacted the child in a direct way. For instance, it 
appeared that children were likely to succumb to abnormal 
behavior, themselves, if they were the victims of parental 
aggression or hostility or were neglected by the parent in 
some way because of the parent's psychopathology. This 
points to the potentially impaired parenting style of 
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psychologically distressed parents as the mechanism by which 
they have a negative influence on their children. 
Indeed, psychologically disordered individuals have 
shown impaired functioning as parents. For instance, 
evidence exists to suggest that depressed mothers tend to be 
less involved with their children, have more difficulty 
communicating with them, and demonstrate more friction, less 
affection and more guilt and resentment than normal mothers 
(Weissman, Paykel, & Klerman, 1972). Moreover, 
psychologically disordered mothers appear to have greater 
difficulty separating their own needs from those of their 
children (Cohler, Grunebaum, Weiss, Hartman, & Gallant, 
1976). While it is true that children of psychiatric 
patients generally have an increased rate of 
emotional/behavioral disturbance, the risk appears to be 
highest for children whose parents are diagnosed as having 
personality disorders associated with high levels of 
hostility (Rutter & Quinton, 1984) . However, whether parents 
are psychiatric patients or controls from the community, 
psychological disorders in children are most frequent when 
there are a combination of different family stressors 
(Rutter & Quinton, 1984). This might suggest, then, that the 
relationship between parental psychopathology and 
psychological disturbances in offspring can be explained by 
a third more specific factor, such as disturbed parent-child 
interactions. If it is the parent-child relationship which 
is at play, we would expect that it would hold across a 
broad range of parental psychological disorders so that it 
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would be difficult to differentiate the dysfunctioning of 
children by their parent's particular disorder. Along these 
lines, at least one study has demonstrated that children 
with schizophrenic parents show patterns of maladjustment 
similar to those demonstrated by the children of depressed 
parents (Weintraub, Winters, & Neale, 1986). 
If the parent-child relationship is the key mechanism 
embedded within the^influence of paternal and/or maternal 
psychopathology on child psychopathology, emotional and 
behavioral problems should be evident in children whose 
parents do not have psychiatric disorders but do show 
impaired functioning in the parental role. To date, there 
has been little examination of the effects of parent-child 
relations on childhood psychopathology separate from 
characteristics of the parents' psychological problems. 
Likewise, prospective studies have not been done to examine 
the effects of poor parenting on offsprings' mental health. 
Instead, the most common methodology used is a retrospective 
one in which psychologically disordered adults are asked 
about their early relations with their parents. Again, the 
bulk of this research has been done with depression as the 
disorder of interest. Depressives retrospectively report 
that their parents were lower in emotional warmth and less 
consistent in their child-rearing attitudes as compared to 
normal controls (Perris, Arrindell, Perris, Eisemann, van 
der Ende, & von Knorring, 1986). Similarly, parental 
rejection and low levels of parental nurturance, support and 
affection have been implicated as common childhood 
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precipitants of clinical depression in adults (Blatt, Wein, 
Chevron, & Quinlan, 1979; Crook, Raskin, & Elliot, 1981; 
Jacobson, Fasman, & DiMascio, 1975; Raskin, Boothe, Reatig, 
& Schulterbrandt, 1971). In a sample of self-destructive, 
depressed adults in an inpatient setting, a combination of 
severe parental discipline and parental conflict accounted 
for 44% of the variance in self-destructive acts (Yesavage & 
Widrow, 1985). 
To date, relatively few investigators have considered 
the concurrent relationship of parent-child interactions and 
psychopathology in children. Those that have, however, found 
results that are generally congruent with results from the 
retrospective literature. For instance, parents of depressed 
children tend to be detached, angry, punitive and belittling 
in their interaction with their children (Poznanski & Zrull, 
1970); less psychologically available (Kaslow, Rehm, & 
Siegel, 1984); and worse in their quality of communication 
and global ratings of warmth and hostility than parents of 
non-depressed children (Puig-Antich, Lukens, Davies, Goetz, 
Brennan-Quattrock, & Todack, 1985). 
A recent concentration on home factors and family 
interaction patterns as predictors of child outcome might 
suggest the greater value of considering parent-child 
relationships in addition to parental psychopathology in the 
etiology, assessment and the treatment of child 
psychopathology. Forehand and his associates (Forehand, 
Long, Brody, & Fauber, 1986) found that for an adolescent 
sample, externalizing problems in the school setting were 
related to the mother's degree of depression in combination 
with the adolescent's relationship with both parents. 
Together, maternal depression and mother-child relations 
accounted for 35% of the variance in externalizing problems. 
Additionally, in adolescence, closeness to parents and 
siblings appeared to be related to social competence 
measures such as self-esteem, instrumentality, 
expressiveness, shyness and degree of satisfaction and/or 
ease in peer relationships (Bell, Avery, Jenkins, Feld, & 
Schoenrock, 1985). 
Perhaps the most compelling evidence for the 
hypothesized hierarchical relationship of mother-child 
relations over maternal psychopathology comes from the 
longitudinal intervention program sponsored by NIMH and 
entitled, The Thresholds Mothers' Project (Musick, et al., 
1987) . This program was developed with the expressed purpose 
of studying and treating psychologically disordered mothers 
and their pre-school aged children. It included a 
multifaceted treatment package which incorporated individual 
treatment for the mother; a therapeutic nursery school; 
ongoing clinical intervention of the mother-child 
relationship; and family therapy. Of particular interest to 
the present study are the treatment gains of the children. 
It was noted that there was a certain "constellation of 
maternal factors that seemed to be related to the children's 
capacity to seek and use growth-fostering influences beyond 
the mothers' orbit" (p. 240, Musick, et al., 1987). The 
children who improved were those who had mothers that 
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allowed them to turn to others within the nursery 
environment to "use positively what was offered to enhance 
their own development" (p. 240). These mothers were 
described as generally interested in other people; more 
emotionally available to their children; more able, at 
times, to enjoy their children despite their own general 
unhappiness; and "able at times to relate to their children 
as separate beings, and to differentiate the children's 
needs from their own" (p. 241) . Although this information 
was not empirically derived, it points to the affective 
maternal caretaking differences that may account for the 
percentage of children who do not show evidence of 
psychopathology despite their mothers' psychological 
difficulties. Moreover, it supports the need to consider 
further the influence of the mother-child relationship on 
concurrent child psychopathology among the offspring of both 
psychologically stable and unstable mothers. 
In sum, a number of studies have demonstrated that, 
when compared with the children of normal parents, the 
offspring of psychologically disordered parents demonstrate 
increased psychiatric and psychosocial symptoms, such that 
maternal psychopathology has become an "at risk" variable 
for child psychopathology. To date, however, the nature of 
this relationship has not been explored in detail. 
Specifically, the results of the clinical studies reviewed 
above, warrant an examination of the interrelationship of 
mother-child relationship factors and maternal 
psychopathology, in predicting child psychopathology. Such 
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an examination is needed to clarify: 1) the extent to which 
such mother-child relationship factors are related to the 
development and maintenance of abnormal psychological 
functioning in childhood, above and beyond the influence of 
maternal psychopathology; and 2) to determine what specific 
types of mother-child relationship factors are predictive of 
concurrent psychological dysfunction in offspring. 
Dysfunctional Peer Relations as "At Risk" Variables 
Outside of the clinical realm of psychology, 
developmentalists such as Piaget (1929) and Sullivan (1953) 
have also dictated that early social interactions have a 
major impact on various areas of later development. However, 
in developmental psychology there has been much more of a 
focus on the child's peer interactions, rather than on 
parent-child interactions, in predicting psychological 
dysfunction. In fact, the frequently noted rationale for 
studying peer relations is based on its predictive function, 
since deficiencies in early peer relations appear to be 
highly correlated with adolescent and adult disorders 
(Rubin, 1985). 
Sociometric measures have become the most common index 
of social competence and peer acceptance or rejection 
(Hayvren & Hymel, 1984), since investigations have 
demonstrated their validity and reliability in describing 
the peer relations of both preschool and elementary school 
children (see Asher & Hymel, 1981; or Asher, Markell & 
Hymel, 1981, for reviews). Peer sociometrics allow for an 
evaluation of children's social relationships from the 
perspective of the actual peer group, rather than from an 
adult perspective, and may therefore, provide information 
that differs in quality from any other assessment method. 
Several different classification systems have been developed 
based on peer nominations (see Hymel and Rubin, 1985, for a 
review). One of the most popular methods (Coie, Dodge, & 
Coppotelli, 1982) involves the use of standard scores which 
yield five groups of children: popular, rejected, 
neglected, controversial and average. These classifications 
have been noted to be relatively stable at least over a four 
year period with the rejected status being more stable than 
either the neglected or popular status (Coie & Dodge, 1983) . 
Dodge's (1983) examination of the behavioral correlates of 
the sociometric groupings demonstrated that rejected 
children engaged in inappropriate play, hostile 
verbalizations, exclusion of peers, and hitting of peers. 
Neglected children, who are often thought of as shy and 
uninvolved, spent more time in solitary play, emitted fewer 
extraneous verbalizations and displayed more inappropriate 
but less aggressive play than popular children. Rejected 
children appear to be actively disliked, and have 
considerably more task inappropriate and aggressive 
behaviors than do popular children who are cooperative and 
nonaggressive, while the neglected children are neither 
liked nor disliked and are neither cooperative nor 
aggressive (Dodge, Coie, & Brakke, 1982). From their peers' 
perspective rejected children are perceived as more 
aggressive, disruptive, irritable, domineering, dishonest 
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and selfish than accepted or neglected children. But, 
neglected children differed from accepted children only in 
being less likely to brag about physical prowess, according 
to peer reports (Carlson, Lahey, & Neeper, 1984). 
Socially rejected children, then, seem to be at greater 
risk for overt "externalized" psychopathology, whereas 
socially neglected children may be withdrawn rather than 
menacing. While their behavior may not be aversive to 
others, neglected children report feeling unpopular and 
socially incompetent, and such feelings may put them "at 
risk" for internalizing problems such as depression or 
anxiety (Rubin, 1985). Nonetheless, rejected children report 
greater feelings of loneliness than do neglected children, 
who do not report significantly more loneliness than popular 
children (Asher & Wheeler, 1985) . To date, there has been no 
systematic examination of how the neglected and rejected 
status might be predictive of specific concurrent diagnostic 
status. However, social withdrawal and dysfunctional peer 
relations are implicated as major criteria in several of the 
DSM-III categories (e.g. avoidant disorder of childhood and 
the schizoid disorder of childhood), but to a lesser extent 
in specific childhood disorders in DSM-III-R, because of the 
lack of empirical research to support their use (American 
Psychiatric Association, 1987). Moreover, it is not yet 
clear how much social status contributes to other diagnostic 
categories in which social dysfunction is cited as secondary 
criteria for classification. However, evidence for an 
association between early peer involvement and adult 
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psychopathology comes from retrospective longitudinal 
research. 
An often cited study by Cowen and his colleagues 
(Cowen, Pederson, Babigian, Izzo, & Trost, 1973) heads the 
list of retrospective longitudinal research that pinpoints 
childhood and adolescent peer relations as predictors of 
later adjustment. In this study the investigators had at 
their disposal information on developmental indicators for 
all the children of a community through a prevention 
project, and a record of all those members of the community 
who had sought mental health services via a cumulative 
psychiatric register. From these sources the investigators 
noted that children who were identified as "vulnerable" in 
the prevention project were disproportionately represented 
in the mental health register as adults. Moreover, peer 
sociometrics (based on class play sociometric peer measures) 
were the most sensitive predictors of later psychological 
difficulties. This study had a seminal influence on research 
in social development because it pointed to the value of 
peers over teachers or parents to judge social 
appropriateness in other children. Children may be more 
sensitive to subtle intricacies, that are overlooked by 
adults, because of their more direct and continuous contact 
with their "at risk" peers. A more recent investigation 
(Roff & Wirt, 1984) further supports this view by 
demonstrating that high peer sociometric status was 
significantly related to high school leadership and young 
adult adjustment, while low peer status children were two to 
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three times more likely to receive mental health treatment 
in adulthood. 
These retrospective longitudinal findings are 
paralleled by reports of concurrent deficiencies in peer 
relations among various diagnostic groups. Children 
displaying dysfunctional peer relations at the time of 
referral to a mental health center were assessed as more 
psychologically and behaviorally impaired than referred 
children who did not have peer relations .as a presenting 
problem (Hill, 1984) . Among specific diagnostic groups, poor 
peer relations appear to be highly related to affective 
disorders in childhood. Specifically, depressed children are 
more likely to be disliked by peers (Faust, Baum, & 
Forehand, 1985); have fewer friends and are more likely to 
be teased (Puig-Antich, et al., 1985) and are judged by 
peers to be less attractive and less positive in their 
behavior, especially if they do not appear to be under any 
notable stress (Peterson, Mullins, & Ridley-Johnson, 1985) . 
Moreover, depressed adolescents complain of a lack of social 
support regardless of the number of support persons 
available to them (Compas, Slavin, Wagner, & Vannatta, 
1986) . Similarly, studies have shown that anxious withdrawn 
children in the pre-school years (Kohn & Rosman, 1972) and 
in adolescent years (Jones, 1974) have low status among 
peers and that anxious withdrawn adolescents evidence less 
social competence and less positive affect toward peers 
compared to well adjusted children (Panella & Henggeler, 
1986). Using sociometric measures, other investigators found 
evidence that anxious latency-age children were socially 
rejected and described as withdrawn and shy by peers 
(Strauss, Frame, & Forehand, 1987) and that socially 
rejected and neglected first grade children showed higher 
levels of both general and social anxiety than their 
socially accepted peers (Meade & Keane, 1987) . 
Peer difficulties are also prominent among the more 
disruptive behavior disorders, with low peer acceptance 
being indicated for hyperactive children on the basis of 
parent, teacher and peer ratings (e.g., Campbell & 
Paulauskas, 1979; Pelham & Bender,1982; Johnston, Pelham, & 
Murphy, 1985) and for conduct disordered children, who 
appear deficient in their ability to engage in responsive 
and reciprocal interplay (e.g., Panella & Henggeler, 1986), 
and who generally display high levels of aggressive 
behavior. However, investigations of the social status of 
aggressive children have yielded inconsistent results, with 
some studies suggesting that as a group they demonstrate 
peer difficulties (Green, Beck, Forehand, & Vosk, 1980) and 
others suggesting that some aggressive children are popular 
among their peers (Gottman, Gonso, & Rasmussen, 1975). 
However, when divided categorically into aggressive and 
aggressive/withdrawn groups, Milich and Landau (1984) found 
that both groups were rejected but that some peers rated the 
aggressive group as highly liked, suggesting, perhaps, the 
effects of cliques on the sociometric nominations. 
Clearly, dysfunctional peer relations are associated 
with psychopathology. However, to avoid overrating this 
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developmental aspect as a predictor of child disorders, it 
is important to consider how the parent-child relationship 
impacts peer relations, since as Hartup (1983) aptly puts 
it: "not getting along with other children may simply 
reflect general difficulties in life course development and 
may not contribute directly to individual vulnerability" (p. 
167). Hartup suggests that these difficulties in life course 
development may emerge from disturbed family relations, 
followed by dysfunctional peer relations and are, then, 
finally maintained by components of the social and/or 
cultural context. He, therefore, conceptualizes the family 
and peer influences as synergistic systems and supports this 
view by relying on the attachment literature, wherein 
results indicate that the quality of early mother-child 
attachment antedates children's difficulties in peer 
relations (e.g., Sroufe, 1979). Hartup sees secure family 
relations, and more specifically secure mother-child 
relations, as the child's basis for entry into the peer 
system and as the determinant of success in peer relations. 
Indeed, positive relationships have been found between 
family bonds and social competence measures (Bell, et al., 
1985) and an association between adults' perceptions of 
their affective relationship with their parents and the 
perceived quality of their current interpersonal 
relationships has been documented (Flaherty & Richman, 
1986) . 
Similarly, there are indications that a child's 
positive affective relationship with his/her parents is 
related to positive peer nominations. Popular children 
report significantly greater acceptance by parents than 
other children, while children in all the status groups 
report feeling greater acceptance by their mothers than 
their fathers (Armentrout, 1972). Recently, Putallaz (1987) 
conducted an observational study and found that mothers of 
higher sociometric status children were "more positive and 
focused on feelings and were less disagreeable and demanding 
when interacting with their children than mothers of lower 
status children" (p. 336). Furthermore, popular children 
tended to be as positive and agreeable as their mothers in 
mother-child and child-child interactions, suggesting that 
the children may have modelled their mothers' social 
behavior. 
Further evidence of a possible maternal modelling 
effect comes from a series of studies examining the effects 
of maternal depression on offspring's social development. 
Semi-naturalistic observations of two year old children of 
manic-depressives demonstrated that the children had 
difficulty in maintaining friendly social interactions, in 
sharing, and in helping their agemates. They also showed 
more aggression toward peers and adults than normal 
controls. The authors pointed out that the interpersonal and 
emotional problems demonstrated by these young children were 
similar to those problems documented to be common in the 
bipolar disorders displayed by their mothers (Zahn-Waxler, 
Cummings, McKnew, & Radke-Yarrow, 1984). Additionally, 
maternal depression has been associated with a greater 
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frequency of insecure attachments in offspring when compared 
to the attachment of normal mothers and their offspring 
(Radke-Yarrow, Cummings, Kuczynski, & Chapman, 1985). 
In sum, a number of developmental studies have 
demonstrated that dysfunctional peer relations in childhood, 
or low sociometric status, are associated with concurrent 
child psychopathology and are predictive of adolescent and 
adult psychopathology. Therefore, early social dysfunction 
has been recognized in the literature as an "at risk" 
variable for psychopathology. Moreover, the developmental 
literature suggests that there is a strong association 
between the child's interpersonal/affective relationship 
with his or her mother and his or her sociometric status, or 
popularity with peers, both concurrently and later in life. 
Finally, an association between maternal psychopathology and 
dysfunctional social interactions in children has been 
documented, in that offspring of socially and emotionally 
impaired women tend to display insecure attachments to their 
mothers and maladaptive peer interactions. To date, however, 
a systematic examination of the interrelationship of mother-
child relationship variables, maternal psychopathology and 
the child's peer relationships as predictors of child 
psychopathology has not been conducted. The results of the 
developmental studies reviewed above, warrant such an 
examination to: 1) clarify the extent to which peer 
sociometrics are related to the development and maintenance 
of psychopathology in childhood, once the influence of 
mother-child relationship variables and maternal 
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psychopathology are accounted for; and 2) determine what 
specific types of mother-child relationship factors, are 
predictive of social dysfunction in offspring. 
Purposes of the Study 
Given the review of the relevant clinical and 
developmental literature, the present study examines the 
interrelationship of psychosocial variables which have 
heretofore been identified as potential "at risk" variables 
of emotional and behavioral disorders in childhood. While 
research exists to show that maternal psychopathology, peer 
sociometric status, and to a lesser extent mother-child 
relationship factors, are predictive of psychopathology, no 
studies have been performed with the purpose of examining 
the hierarchical influences of these factors on concurrent 
childhood psychopathology. It is often the case that the 
source or the pathway of psychopathology cannot be traced 
even for the child, and the practicing clinician must 
therefore intervene, not by reversing the process of 
psychopathology, but by preventing its course from 
proceeding and perpetuating itself. This requires that the 
most significant factors, or those which may subsume or 
override other influential factors, be targeted for change 
early in the therapeutic process. 
In the present study a consideration of how the mother-
child relationship, maternal psychopathology and peer 
relations are related to the concurrent child 
psychopathology is examined. By determining which of these 
factors accounts for the most variance between pathological 
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and non-pathological outcomes, the present study might lead 
to more efficient intervention strategies for behavioral and 
emotional disorders by pointing to the most critical of the 
factors in need of treatment. Additionally, the results of 
the present study can potentially lend credence to the value 
of conceptualizing maternal psychopathology, peer relations 
and mother-child relationship factors as "at risk" factors. 
It should go without saying that the direction of 
influence from mother to child is by no means absolute in 
any of the research reviewed. The relationship between 
maternal factors and child psychopathology includes 
bidirectional influences, whereby the child's 
characteristics affect the mother and the mother's 
characteristics affect the child (Bell, 1979). However, 
regardless of the initial direction of causation, at some 
point, presumably prior to the later elementary school 
years, the mother-child interaction pattern is likely to 
become stable for the majority of children (Putallaz, 1987). 
In accordance with this view, neither the treatment of the 
child's behavior alone, nor treatment of the mother's 
psychological symptoms alone, will be adequate in the 
intervention of child psychopathology, because regardless of 
the etiology of these disorders, in many cases it may be the 
maladaptive mother-child relationship that contributes to 
the maintenance of the problems. This by no means precludes 
the impact of the father-child relationship on child 
outcome. The concentration on the mother in the present 
study is a reflection of the preponderance of single female 
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headed families, the greater availability of mothers as 
subjects and the salient effects of maternal factors 
documented in the reviewed literature. 
Hypotheses 
Based on the review of the literature, it is 
hypothesized, first, that mother-child relationship factors 
will account for the most variance in child psychopathology, 
above and beyond maternal psychopathology and peer 
sociometric status, respectively. Therefore, mother-child 
relationship factors (i.e. maternal acceptance versus 
rejection, psychological control versus psychological 
autonomy, and firm versus lax control) are expected to 
account for much of the relationship between peer 
sociometrics and child psychopathology, as well as for the 
relationship between maternal psychopathology and child 
psychopathology. Mother-child relationship factors, then, 
are hypothesized to have a key, or hierarchical influence 
over maternal psychopathology and peer sociometric status in 
predicting concurrent child psychopathology, after the 
effects of socioeconomic status, race, sex and maternal 
"marital" satisfaction are partialled out. 
It is further hypothesized: 1) that mothers who 
demonstrate significant psychopathology will be more likely 
than mothers not evidencing clinical symptoms to have 
psychologically dysfunctional children; 2) that a 
relationship between low sociometric status and child 
psychopathology will be demonstrated, whereby rejected and 
neglected children will be more likely to evidence higher 
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levels of psychopathology than average and popular children; 
3) that disordered children among the rejected status group 
will be more likely to fall, diagnostically, into categories 
comprised of overt or externalized symptoms (e.g. conduct 
disorder, oppositional disorder, attention-deficit disorder, 
etc.), whereas disordered children among the neglected 
status group will be more likely to be diagnosed as 
internalizers, whose symptoms are affective and covert in 
nature (e.g. separation anxiety, depression, overanxious 
disorder, etc.); 4) that the child's perception of the 
mother-child relationship dimensions will vary between 
children whose mothers demonstrate psychopathology (or high 
levels of psychological distress) and children whose mothers 
do not demonstrate significant levels of psychopathology; 5) 
that the child's perception of the mother-child relationship 
dimensions will vary among children of different sociometric 
status groups; and 6) that mothers of neglected and rejected 
children will be more likely to evidence psychopathology 





One hundred and one fourth and fifth grade children and 
their mothers were participants in the study. The children 
were selected through a screening of all the consenting 
schools in the Greensboro public school system, based on 
their sociometric nomination scores (Coie, Dodge, & 
Copotelli, 1982). Sociometric status nominations were 
gathered by asking each child in the grade to name three 
classmates he liked most and three he liked least. The 
number of liked-least and liked-most nominations were 
calculated for each child and two scores were obtained. A 
social preference score was formed by subtracting liked-
least from liked-most nominations. A social impact score was 
obtained by adding the liked-least score to the liked-most 
score for each child. These scores were then transformed 
into standardized scores, and were used to classify the 
children into four groups: popular, average, neglected and 
rejected. Popular children were defined as those children 
who received a social preference score of greater than one, 
a liked-most standardized score of greater than zero, and a 
liked-least standardized score of less than zero. Average 
children were defined as those children who received social 
preference scores that were greater than -.5 and less than 
.5. Neglected children were defined as those children who 
received a social impact score of less than -1.0 and an 
absolute liked-most score of zero. Rejected children were 
defined as those children who received a social preference 
score of less than -1.0, a liked-least standardized score of 
greater than zero, and a liked-most standardized score of 
less than zero. Additionally, the status groups were 
collapsed and subdivided into aggressive and non-aggressive 
groups based on their peers' endorsement on items denoting 
fighting and/or interrupting, as suggested by Coie, et al., 
(1982) . 
Mothers of children falling into popular, average, 
neglected and rejected groups were contacted by telephone 
and were invited to participate with their child in the 
study in exchange for five dollars, a Burger King or 
McDonald's coupon, and the child's choice of a small gift. 
Data from one of the children were eliminated when it was 
discovered that he did not fall within one of the four 
sociometric categories. Of the remaining 100 subjects, 26 
were average, 24 were neglected, 25 were popular and 25 were 
rejected. Fifteen of the children who participated in the 
study were identified as aggressive by their peers, 12 of 
whom were among the socially rejected group. The children 
were between nine and twelve years of age (mean=9.97 years), 
and were generally representative of a fourth and fifth 
grade population on sex, race, socioeconomic status and 
family constellation (see Table 1). 
27 
Table 1. Frequencies of Sample Characteristics (N=100) 





Boys 49 White 53 Nine 33 Popular 25 Single 33 
Girls 51 Black 47 Ten 43 Average 26 Married 67 
Eleven 22 Neglected 24 
/ 
Twelve 2 Rejected 25 
Popular Average Neglected Rejected 
Black Males 4 6 5 7 
Black Females 6 10 6 3 
White Males 9 4 7 7 
White Females 6 6 6 8 
Instruments 
A demographic questionnaire, devised by the 
investigator, was given to each mother in order to establish 
the characteristics of the sample (see Appendix A). The 
information attained included mother's educational level, 
child's sex, race and birth date, mother's marital status, 
maternal occupation, mother's age, use of psychotherapy, and 
family constellation. 
The Child Assessment Schedule (CAS, Hodges, 1985) is a 
235-item semi-structured interview, which was used to derive 
total psychopathology scores and DSM-III diagnoses for all 
children. This interview was designed for use in applied 
clinical settings and in research and "provides a systematic 
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and comprehensive method for obtaining information about a 
child's psychological and psychiatric functioning. It 
provides a standardized response format, and a standardized 
set of probes" (p. 1). Hodges (in press) reported on four 
separate studies which evaluated the interrater reliability 
of the CAS. Correlation coefficients for the total CAS score 
consistently surpassed .90. Two studies used the kappa 
statistic to correct for chance agreement, with results 
yielding moderate to high correspondence between raters for 
individual and summed items. A validity study (Hodges, 
Kline, Stern, Cytryn, & McKnew, 1982) indicated that 
inpatients' total scores were significantly higher than the 
scores of clinic outpatients, who scored higher than the 
control subjects. Two-thirds of the 87 children interviewed 
were correctly classified by the CAS total score. Moreover, 
concurrent validity was established through comparisons of 
the CAS and global psychiatric ratings, with slightly better 
correlations (r=.87) for 11-year olds than for (r=.82) 8 
year olds (see Hodges, 1988 for a review of validity and 
reliability statistics on the CAS). 
The Symptom Checklist-90-Revised (SCL-90-R, Derogatis, 
1983) is a 90-item self-report symptom inventory, which was 
used for the clinical assessment of the mothers. Each item 
of the inventory is rated on a 5-point scale of distress 
ranging from "not-at-all" at one end of the scale to 
"extremely" at the other end. The measure was scored and 
interpreted in terms of 9 primary symptom dimensions and the 
global severity index, as suggested by its author. Internal 
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consistency for the symptom dimensions has ranged from a low 
of .77 for Psychoticism to a high of .90 for Depression, and 
test-retest reliability over one week ranged between .80 and 
.90 (Derogatis, 1983). Concurrent validity for the SCL-90-R 
has been established through a comparison of the measure and 
the MMPI scales, with the construct correlations ranging 
between .41 and .75, yielding a high degree of convergent 
validity (Derogatis, 1983). 
The Parent Report of Parent Behavior Inventory (PRPBI) 
and the Child Report of Parent Behavior Inventory (CRPBI, 
Schludermann and Schludermann, 1970) are 108-item self-
report questionnaires that were used as measures of the 
quality of the parent-child relationship. The PRPBI and 
CRPBI are identical except that the PRPBI is written in 
first person and the CRPBI is written in third person form. 
The PRPBI and CRPBI are modifications of the original CRPBI 
devised by Schaefer (1963; 1965). This measure was evolved 
from Schaefer's (1965) factor analytically derived, three-
dimensional conceptualization of parental behavior. The 
three dimensions involved are: acceptance (high) versus 
rejection (low), psychological control (high) versus 
psychological autonomy (low), and firm control (high) versus 
lax control (low). These dimensions were originally defined 
by 260 items which comprised 26 scaled scores. Schludermann 
and Schludermann (1970) shortened the original measure to 
108 items which comprise 18 scales, by using only the most 
relevant and more easily read items, while still replicating 
the three dimensional model devised by Schaefer (1963). The 
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discriminative power of the measure was demonstrated by an 
analysis of scale differences between normal and delinquent 
boys, with 12 of the 18 scaled scores of the CRPBI on 
maternal behavior differentiating normal from delinquent 
boys (Schaefer, 1963). Median reliabilities on the groups of 
scales that were chosen to sample the molar dimensions were: 
love, .84; hostility, .78; autonomy, .69; and control, .66, 
which demonstrated adequate internal consistency for the 
measure. 
The Short Marital-Adjustment Test (Locke & Wallace, 
1959) was given to the mothers as a measure of relationship 
satisfaction with their present or last long-term mate. This 
questionnaire is a 15-item self-report measure which 
assesses general happiness, the degree of perceived 
agreement between mates on a number of issues, and questions 
that assess type of lifestyle and relationship roles. A 
total score is derived with higher scores being indicative 
of higher satisfaction with the relationship. The 
reliability of the measure was computed by the split-half 
technique and was calculated to be .90, thus demonstrating 
high reliability. Validity was demonstrated through the 
measure's ability to discriminate between couples known to 
be maladjusted and a matched set of couples, presumed to be 
well-adjusted by friends. 
The Mother-Child Interaction Observation Rating Scales 
were completed by two graduate students based on 8-minute 
videotaped segments of each mother-child dyad. The 
observation ratings were conducted in order to compare 
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clinical impressions of the mother-child relationship with 
those impressions of the mother and the child, as they were 
assessed by the PRPBI and CRPBI, respectively. These scales 
were derived by the investigator to correspond with the 
three dimensions of the CRPBI and the PRPBI. That is, a 
global rating for acceptance versus rejection, psychological 
control versus psychological autonomy and lax versus firm 
control was collected on a 7-point scale. Sample behaviors 
modeled from the factors used in developing the CRPBI and 
the PRPBI were provided for each scale to assist with the 
ratings. 
Procedure 
The mothers agreed over the telephone to participate in 
the study and scheduled an appointment with the investigator 
at the University of North Carolina at Greensboro. Once at 
the university, the mother and child were told about the 
study in general terms and were provided with a consent 
form; both mother and child signed consent. They were then 
escorted to another room where the child was asked to choose 
among a number of gifts and then to play a game of checkers 
with his or her mother. Both the gift choice and the checker 
game were videotaped from behind a one-way mirror. The 
mother and child were interrupted after five minutes and the 
mother was escorted to another room to complete the 
demographic questionnaire, the PRPBI, the SCL-90-R and the 
Marital-Adjustment Test. While the mother completed the 
forms, the investigator interviewed the child, following the 
CAS format, and administered the CRPBI orally to the child, 
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who was asked to follow along and to circle their own 
responses. Every fifth interview was videotaped for the 
purpose of calculating interrater reliability. Subsequent to 
the mother's completion of the forms and the child's 
interview and completion of the CRPBI, the mother was 
escorted back to the child and a three-minute reunion 
segment was videotaped prior to the reimbursement and 
farewell. All of the mothers were told that they would 
receive a summary of the study's results when the project 
was completed. 
All of the videotaped mother-child segments were viewed 
by two trained clinical graduate students, who globally 
rated the mother-child interactions on the three dimensions 
comprised by the CRPBI: acceptance versus rejection, 
psychological autonomy versus psychological control and firm 
versus lax control. These raters were blind to the child's 
sociometric and clinical status. A third trained clinical 
graduate student later scored the videotaped CAS interviews 
to allow for a check of interrater reliability. The checker 
was also blind to the sociometric and the clinical status of 





Interrater reliability was calculated for the ratings 
of the mother-child interactions and for the scoring of the 
CAS. Pearson R coefficients for the observational ratings 
were acceptable: for the maternal acceptance-rejection 
dimension, r=.80; for the psychological control-
psychological autonomy dimension r=.75; and for the firm-lax 
control dimension r=.70. For the CAS, interrater reliability 
ranged from 94%-100% agreement (M=97%) on the sample checked 
(20% of the interviews). 
Descriptive statistics were attained to determine 
categorically the "normal" from psychologically distressed 
mothers. As suggested by Derogatis (1983), "caseness" was 
operationally defined for women who received T-Scores of 63 
or greater on the global stress index (on Norm B, the non-
patient norm), or received T-Scores equaling 63 or greater 
on any two primary symptom dimensions (somatization, 
obsessive-compulsive, interpersonal sensitivity, depression, 
anxiety, hostility, phobic anxiety, paranoid ideation, 
and/or psychoticism) on the SCL-90-R. Using this criteria, 
37 of the mothers who participated, fell into the maternal 
psychopathology group and 63 fell within the "normal" group. 
The mothers' report on the demographic questionnaire 
indicated that 30% of the participating mothers had, at some 
time in their adult life, sought therapy for psychological 
problems. A Chi-Square analysis was conducted to determine 
if the mothers who were categorized as normal and 
psychologically distressed by the SCL-90-R criteria, could 
be differentiated by their use of therapy, as well. The 
analysis indicated that mothers, who fell into the maternal 
psychopathology group were more likely to have sought 
therapy (46%) than mothers who fell into the normal group 
(21%), X2(1)=6.84, £<.009. 
For the children, the distribution of the total 
psychopathology scores on the CAS (range 8-119) served as a 
continuous measure of psychopathology. A median split 
procedure was used to form comparison groups. With this 
method, 53 of the children fell into the psychopathology 
group and 47 fell within the normal group. Additionally, the 
CAS yielded at least one DSM-III diagnosis for 54 of the 100 
children interviewed. These children were initially grouped 
in terms of the externalizing or internalizing nature of 
their diagnosis, with 31 of them falling in the 
internalizing category, 7 in the externalizing category and 
16 of them having dual diagnoses that included both 
internalizing and externalizing components. Of all the 
children in the study, 17% were reportedly seen by mental 
health professionals previous to their participation. 
Pearson R correlations were calculated to determine the 
relationship between the average observational ratings of 
the mother-child interactions and the mother-child 
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relationship factors as assessed by the CRPBI and the PRPBI, 
as well as the relationship between the child and parent's 
report of the mother-child relationship. Correlations 
between the observational ratings and the CRPBI were low: 
for the maternal acceptance-rejection dimension, r=-.14; for 
the psychological control-psychological autonomy dimension 
r=.07; and for the firm-lax control dimension r=.07. The 
correlations between the observational ratings and the PRPBI 
approximated those between the CRPBI and the ratings: for 
the maternal acceptance-rejection dimension, r=-.14; for the 
psychological control-psychological autonomy dimension 
r=.08; and for the firm-lax control dimension r=.16. Thus, 
the CRPBI/PRPBI were not significantly related to the 
observational ratings. The CRPBI and PRPBI appeared to be 
more highly, but still marginally related: for the maternal 
acceptance-rejection dimension, r=.26; for the psychological 
control-psychological autonomy dimension £=.33; and for the 
firm-lax control dimension r=.16. The CRPBI was chosen 
apriori over the PRPBI as the preferable representation of 
the mother-child relationship, since research has shown that 
maternal perceptions of psychopathological children are 
colored by the mothers' personal adjustment issues (Griest, 
Forehand, Wells, & McMahon, 1980). Moreover, this decision 
was based on the assumption that the child's perceptions of 
the mother-child relationship would invariably have a 
greater impact on their psychological development than the 
perceptions of their mothers. 
Because the observational ratings and the CRPBI 
appeared to measure independent aspects of the mother-child 
relationship (given their low correlational coefficients) 
Hotelling's T2 analyses were conducted to determine which of 
the two measures, the CRPBI or the observational ratings, 
better differentiated normal from abnormal children from the 
median-split on the CAS. The CRPBI dimensions, by 
themselves, proved to be a better predictor, F(3, 96)=5.31, 
£<•002, of the clinical status of the children than the 
observational ratings, by themselves, F(3,96)=.13, £<.94, 
suggesting that the CRPBI dimensions should be placed early 
in the order of predictor variables in the Hierarchical 
Multiple Regression Analysis on concurrent child 
psychopathology. 
A Predictive Model of Concurrent Child Psychopathology 
A check for multicollinearity was conducted to insure 
the appropriate use of the independent variables for the 
planned hierarchical multiple regression analysis. Each 
independent variable was regressed on all other independent 
variables. Multicollinearity was ruled out, since no 
correlation exceeded .40. 
A Hierarchical Multiple Regression Analysis was 
performed to test the hypothesis that mother-child 
relationship factors would overshadow the utility of 
maternal psychopathology and peer sociometric status in 
predicting concurrent child psychopathology. A Hierarchical 
Multiple Regression Analysis is appropriate to test this 
hypothesis (over a simultaneous analysis) because it calls 
for a determination of R2 and the partial coefficients of 
each variable at the point at which it is added to the 
equation, so that the final result consists of a cumulative 
R2 series. A Hierarchical Multiple Regression Analysis was 
calculated with socioeconomic status (SES, based on mothers' 
educational years), child's gender, race, gender x race, and 
marital satisfaction entered first, as predictors of 
concurrent child psychopathology, to partial out extraneous 
variance accounted for by demographic variables. The 
predictor variables were then entered into the equation in 
order of their hypothesized theoretical significance: CRPBI 
mother-child relationship dimensions: maternal acceptance 
versus rejection, psychological control versus psychological 
autonomy, firm versus lax maternal control; maternal 
psychopathology; sociometric status; average observational 
ratings of mother-child relationship dimensions: maternal 
acceptance versus rejection, psychological control versus 
psychological autonomy, firm versus lax maternal control. 
This analysis yielded a significant multi-determinant 
predictive model of concurrent child psychopathology, R-
square=.3028, F(15,84)=3.43, £<.0054 (see Table 2). Once 
the variance accounted for by the demographic variables was 
partialled out, two specific CRPBI mother-child relationship 
factors: autonomy promotion vs. psychological control, and 
firm vs. lax control, significantly accounted for the most 
variance (combined R-square=.0920, see Appendix B, Table 3 
for a complete list of the Hierarchical R2s) on concurrent 
child psychopathology, over maternal psychopathology, and 
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Table 2. F-Table for the Full Hierarchical Multiple 
Regression Analysis 
Source df Sum of Squares Mean Squares F-Value £ 
Model 15 19341.75 1289.45 2.43 .0054 
Error 84 44523.96 530.05 
Corrected 
Total 99 63865.71 
Rz=. 3028 
peer sociometric status, as hypothesized. Children, who 
perceived their mothers as controlling and strict, were more 
likely than children who viewed their mothers as less 
controlling (or autonomy promoting) and lax to evidence high 
levels of symptoms (see Table 4). In effect, maternal 
psychopathology and peer sociometric status did not 
significantly account for further variance, once the 
variance accounted for by demographic variables and the 
CRPBI mother-child relationship factors were partialled out. 
Likewise, observational ratings of mother-child relationship 
factors were not statistically significant in predicting 
concurrent psychopathology (see Appendix B, Table 3). 
Of the demographic variables applied to the model, SES, 
race, and race x gender of child each accounted for a 
significant portion of the variance on concurrent child 
psychopathology (combined R2=.1550), while gender and 
marital satisfaction were not statistically significant in 
the hierarchical model of child psychopathology (see Table 
3). Children who were lower in SES, were more likely to 
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Table 4. Correlations for the Continuous Predictor 
Variables and Child Psychopathology (CAS) 






" CRPBI Acceptance vs. Rejection 
b CRPBI Psychological Control vs. Autonomy 
** significant at the £<.01 level 
demonstrate more symptoms than children who were higher in 
SES (see Table 4). A T-test analysis indicated that Black 
children (M=50.5) demonstrated higher levels of 
psychopathology than White children (M=37.81), T (89)=1.99, 
£<.05. Scheffe Post Hoc Analyses were applied to the four 
groups of children, differentiated by race and gender, to 
determine if significant differences on the CAS 
psychopathology score occurred across groups (White females, 
M=33.52; White males, M=41.64; Black males, M=43.04; Black 
females, M=57.04). Of the four groups, only Black females 
and White females differed significantly (£<.05), with Black 
girls demonstrating more psychopathology than White girls. 
Cumulatively, the demographic variables and predictor 
variables accounted for over 30% of the variance on a 
continuous measure of child psychopathology. However, only 
the psychological control vs. psychological autonomy 
dimension of the CRPBI significantly predicted a unique 
portion of the variance on child psychopathology, although 
the Firm vs. Lax dimension and maternal psychopathology 
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approached significance (see Appendix B, Table 5 for a list 
of unique R2s) . 
A "reduced" Hierarchical Multiple Regression Analysis, 
which excluded gender, marital satisfaction, the CRPBI 
dimension of maternal acceptance vs. rejection, and the 
observational ratings (since these variables did not 
approach significance in accounting for variance on child 
psychopathology) was calculated. This second Hierarchical 
Multiple Regression Analysis yielded a more parsimonious 
multi-determinant predictive model of concurrent child 
psychopathology, R-square=.2968, F(10,89)=3.76, £<.0003 (see 
Table 6), and accounted for nearly as much variance as the 
full model. Again, SES, race, gender x race (combined 
R2=.154 6) and the CRPBI dimensions: psychological control 
vs. psychological autonomy and firm vs.lax maternal control 
(combined R2=.0927) cumulatively accounted for the majority 
of the explained variance in child psychopathology (combined 
R2=.2473) and maternal psychopathology and peer sociometric 
status did not significantly account for additional variance 
on concurrent child psychopathology (see Appendix B, Table 
7, for a complete list of the individual hierarchical R2s) . 
Again, the psychological control/autonomy dimension was the 
only significant predictor of unique variance, although the 
predictive value of the Firm/Lax dimension and maternal 
psychopathology approached significance (see Appendix B, 
Table 8). 
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Table 6. F-Table for the Reduced Hierarchical Multiple 
Regression Analysis 
Source df Sum of Squares Mean Squares F Value £ 
Model 10 18955.70 1895.57 3.76 .0003 
Error 89 44910.01 504.61 
Corrected 
Total 99 63865.71 
R2= .2968 
The use of the child's perceptions, over the mother's 
perceptions, as the representation of the mother-child 
relationship was based on the assumption that the child's 
perspective was likely to contribute more to the child's 
functioning. Moreover, it was thought that the mother's 
perceptions would be confounded by her own psychological 
functioning. To check on these assumptions and the validity 
of using the children's perceptions over those of the 
mothers for the predictive model of child psychopathology, a 
series of hierarchical multiple regression analyses were 
conducted on the CRPBI and the PRPBI dimensions with 
maternal psychopathology, mothers' marital satisfaction, 
child psychopathology and the child's sociometric status 
placed in the equation, respectively. This order was chosen 
to correspond with Belsky's (1984) theoretical model of 
parenting, which suggests that parental psychological 
resources contribute most to the quality of parenting 
followed by the social supports afforded the parents and 
finally by the child's own characteristics. 
For the children's perceptions of maternal 
acceptance/rejection, the hierarchical multiple regression 
analysis yielded a predictive model that approached 
significance, R-square=.1061, F (6, 93)=1.84, £<.0996. 
Sociometric status appeared to account for the largest 
portion of the variance in the child's perception of 
maternal acceptance, R-square=.0704, F (1, 93) =2 . 65, £<.0534. 
Tukey's post hoc comparisons indicated that significant 
differences occurred between the popular and socially 
average children (see section below for further discussion 
of these differences). None of the other variables even 
approached significance as predictors. For the child's 
perception of the control versus autonomy, the analysis 
yielded a significant predictive model, R-square=.1923, 
F (6, 93)=3.69, £<.0025. Specifically, child psychopathology 
accounted for the majority of the explained variance, R-
square=.1573, F (1,93)=18.11, £<.0001, on the child's 
perception of autonomy versus control in the hierarchical 
model. Maternal psychopathology accounted for a significant 
portion of the unique variance, R-square=.0455, 
F(1,93)=5.24, £<.0243, but was still superseded by the 
unique variance accounted for by child psychopathology, R-
square=.1651, F(1,93)=19.02, £<.0001. The regression 
analysis on the child's perception of firm versus lax 
control was not significant. Maternal psychopathology, 
maternal marital satisfaction, child psychopathology and 
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peer sociometric status were not related to the child's 
perception of disciplinary control, R-square=.0929, 
F (6, 93)=1.59, £<.1593. 
A predictive model of the mothers' perceptions of 
control over their children was obtained, R-square=.2095, 
F(6,93)=4.11, £<.0011..Specifically, maternal 
psychopathology accounted for the most variance in the 
maternal view of control versus autonomy, R-square=.1481, 
F (1, 93)=17.43, £<.0001, as predicted. However, with this 
variance partialled out, child psychopathology also 
accounted for a significant portion of the explained 
variance, R-square=.0353, F(1,93)=4.15, £<.0011. A similar 
model was obtained for the mothers' perceptions of maternal 
acceptance/rejection, R-square=.1237, F(6,93)=2.19, £<.0510. 
For this mother-child relationship dimension, child 
psychopathology accounted for the largest portion of the 
explained variance, R-square=.0386, F(1, 93)=4.10, £<.0387 
followed by maternal psychopathology, R-square=.0028, 
F (1,93)=5.54, £<.0632. The analysis on the mothers' 
perceptions of firm versus lax control was not significant. 
Maternal psychopathology, maternal marital satisfaction, 
child psychopathology and peer sociometric status were not 
related to the mothers' perceptions of disciplinary control, 
R-square=.0363, F (6, 93)=0.59, £<.7414. 
In sum, the apriori assumptions that: 1) the child's 
perceptions of the mother-child relationship would 
contribute more to the child's psychological functioning; 
and 2) the mother's perceptions of the mother-child 
relationship would be confounded by the mother's 
psychological functioning, were upheld for the control 
versus autonomy dimension of the CRPBI and the PRPBI, but 
not for the other dimensions. To insure that the PRPBI was 
not a better predictive measure of concurrent 
psychopathology, the PRPBI dimensions were substituted for 
the CRPBI dimensions in the full hierarchical multiple 
regression analysis on concurrent child psychopathology. 
This analysis yielded a significant multi-determinant 
predictive model of concurrent child psychopathology, R-
square=.2605/ F (15, 84) =1. 97, £<.0269. However, none of the 
PRPBI dimensions significantly accounted for explained 
variance in child psychopathology once the variance 
accounted for by the demographic variables was partialled 
out (£-values: for acceptance versus rejection, .1367; for 
control versus autonomy, .6942; for firm versus lax 
discipline, .1661.). Moreover, aside from the mother-child 
relationship factors, the predictive value of the 
independent variables was generally the same in this model 
as it was in the original model with the CRPBI dimensions 
included. Of the demographic variables added to the 
equation, SES, race, and race x gender significantly 
accounted for a large portion of the explained variance on 
child psychopathology (combined R2=.1540). Maternal 
psychopathology did not significantly account for any of the 
variance, although its predictive value approached 
significance, R-square=.0264, F(l,84)=3.00, £<.0868. Peer 
sociometric status did not help explain the variance in 
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child psychopathology, nor did any of the observational 
ratings. Thus, in comparing the full models with the CRPBI 
versus the PRPBI included as predictors, the former 
accounted for more of the explained variance in concurrent 
child psychopathology (Rz=.3028) and provided two more 
predictors, the child's perception of control versus 
autonomy and the child's perception of firm versus lax 
discipline. Hence, the model that included the child's 
perceptions of the mother-child relationship as one of the 
predictors of child psychopathology was more efficient than 
the model that included the mother's perceptions, as assumed 
apriori. 
Maternal Psychopathology and Child Psychopathology 
Contrary to the literature and to the hypothesis that 
mothers who reported on psychological distress would be more 
likely to have children who demonstrated high levels of 
psychopathology, maternal psychopathology did not vary 
significantly with child psychopathology as defined 
categorically by the median split on the CAS, X2 (3)=1.74, 
£<.63 (see Appendix B, Table 9 for means). Moreover, the 
mothers' marital status did not appear to be related to 
child psychopathology since the normal and 
psychopathological children could not be differentiated on 
this variable, Xz(l)=2.24, £<.13. Moreover, the mothers' 
overall romantic satisfaction was not a predictive component 
of the hierarchical model for child psychopathology (see 
Appendix B, Table 10, for a comparison of means). 
Sociometric Status and Child Psychopathology 
A 4x2 ANOVA revealed that there were no significant 
differences on a continuous measure of psychopathology 
(total pathology scores on the CAS) among sociometric status 
groups, F(3,96)=1.30, £<.28 (Average, M=42.77; Neglected, 
M=41.71; Popular, M=38.56; Rejected, M=52.00, see Appendix 
H, Table 11). However, a Chi-Square analysis indicated that 
sociometric status was related to diagnostic outcome. 
Socially neglected (58%) and socially rejected (76%) 
children were more likely to receive a clinical diagnosis 
than were popular (40%) or socially average (42%) children, 
X2(3)=8.4 6, £<.037. However, a comparison of the deviation 
scores and the cell X2, suggested that rejected children 
(deviation=+5.5, cell X2=2.24) were much more likely than 
would proportionately be expected, to be diagnosed, while 
neglected children (deviation=+l.0, cell X2=.08) were as 
likely as would be expected to be diagnosed, and popular 
(deviation=-3.5, cell X2=.91) and socially average children 
(deviation=-3.0, cell X2=.66) were less likely to be 
diagnosed than would be expected. In addition, contrary to 
the hypothesis that rejected children would be more likely 
to demonstrate externalized psychopathology and that 
neglected children would be more likely to demonstrate 
internalized psychopathology, there were no differences in 
the type of diagnosis (external versus internal) received 
among the sociometric status groups, X2(6)=8.95, £<.18 (see 
Appendix B, Table 12 for frequencies of diagnoses). 
Moreover, aggressive children were no more likely than non-
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aggressive children to receive a diagnosis of any kind, 
X2(1)=1.14, p<.28. Finally, aggressive-rejected children 
were no more likely to receive a DSM-III diagnosis than were 
non-aggressive-rejected children, X2(l)=1.10, £<.29, 
although the small number of subjects in each group may have 
made this an untenable comparison. 
Maternal Psychopathology and Mother-Child Relationship 
Factors 
In partial accordance with the hypothesis that 
children's perceptions of their mother-child relationship 
would vary with the mothers' psychological stability, 
children's perceptions of maternal disciplinary style varied 
in terms of the mothers' psychological functioning, 
F(1,98)=5.43, £<.02, although the Hotelling's T2, indicated 
that there was no overall group effect across the three 
mother-child dimensions, F(3,96)=2.21, £<.09. Mothers 
identified as experiencing psychological problems were 
viewed by their children as more strict or firm in their 
control (M=23.42, SD=2.38) than mothers who were not 
psychologically distressed (M=22.16, SD=2.73, see Table 9). 
No group differences were signified for perceptions of 
maternal acceptance or for perceptions of autonomy 
promotion. 
Sociometric Status and Mother-Child Relationship Factors 
In line with the hypothesis that children of different 
sociometric groups would have different impressions of their 
mother-child relationship, a 4-way multivariate analysis 
showed that there were significant differences among 
sociometric groups on their perception of maternal 
acceptance-rejection, F (3, 96) =2.93, £<.037. Specifically, 
Tukey's post hoc analyses indicated that popular children 
(M=26.83, SD=1.67) reported feeling more accepted by their 
mothers than average (M=25.18, SD=2.78) children (£<.05), 
but no other group differences occurred on this dimension 
(see Appendix B, Table 11). Additionally, no group 
differences were found for perceptions of maternal promotion 
of autonomy or of disciplinary control. 
Sociometric Status and Maternal Psychopathology 
Contrary to the hypothesis that rejected and neglected 
children would be more likely to have mothers who report 
significant levels of psychological stress than would 
average and popular children, a Chi-Square analysis 
indicated that maternal psychopathology did not vary with 
the sociometric status of the children X2(l)=.45, £<.50. No 
one social status was more likely to be associated with 




A Predictive Model of Concurrent Child Psychopathology 
The obtained results did support the major hypothesis 
that the child's perceptions of the mother-child 
relationship factors would overshadow maternal 
psychopathology and peer sociometric status in their utility 
as predictors of concurrent child psychopathology, by 
accounting for comparatively more variance on a continuous 
measure of child psychopathology. A "reduced" predictive 
hierarchical multi-determinant model of concurrent child 
psychopathology was derived with SES, race, gender x race, 
two mother-child relationship factors, maternal 
psychopathology and sociometric status accounting for nearly 
30% of the variance on concurrent child psychopathology. 
Specifically, two of the mother-child dimensions, the 
child's perception of autonomy promotion versus 
psychological control and firm versus lax disciplinary 
control were comparatively the best predictors of child 
psychopathology and explained over 9% of the variance, once 
a consideration of sex, race and SES was made. However, the 
child's perception of the level of autonomy allowed him or 
her was by far the best unique predictor of child 
psychopathology. Compared to the mother-child relationship 
factors, maternal psychopathology and peer sociometric 
status were not significantly helpful in predicting 
concurrent child psychopathology, although the presence of 
maternal psychopathology does help explain some of the 
variance between psychologically stable and psychologically 
unstable children. 
The most definitive conclusion drawn from the present 
research is the importance of considering the subjective 
characteristics of the mother-child relationship in 
predicting concurrent child psychopathology. Practically/ 
then, the results point to the importance of examining the 
child's impressions of the mother-child relationship factors 
in addition to the status of the mother's own mental health 
and the child's social inadequacies, as "at risk" factors 
and as focal issues in therapeutic intervention with 
children, given their predictive value for concurrent child 
psychopathology. 
Moreover, the results of the study point to the 
importance of the child's own perceptions of the mother-
child relationship, since those perceptions were clearly 
more predictive of child psychopathology than global 
clinical observations, or than the maternal perceptions of 
the mother-child relationship dimensions. This would 
suggest, then, that in addition to an assessment of the 
mother's view of the child and their relationship together, 
and an objective analysis, an assessment of the child's view 
of the mother-child relationship is valuable in 
understanding the child's symptoms. Moreover, in targeting 
for areas of change, either the child's perceptions and 
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beliefs and/or the mother-child relationship, itself, should 
be considered, in addition to the child's behavior. 
The specific value of the child's perception of 
psychological control and disciplinary control as predictors 
of concurrent child psychopathology suggests that autonomy 
promotion and tempered disciplinary techniques may be 
important components associated with raising psychologically 
healthy children. Conversely, placing too much control on 
children or being overprotective may be, by association, 
potentially detrimental, at least for children within the 9 
to 12 year age bracket. The predictive value of the autonomy 
and disciplinary control factors, at the exclusion of 
maternal acceptance, might be specific to the age of the 
children examined in this study. Thus, the clinical 
importance of autonomy as opposed to other mother-child 
relationship factors, may simply reflect the importance of 
independence at this age when children are beginning to 
differentiate their own identities from those of their 
parents and are beginning to spend as much time with peers 
as they do with adults (Hetherington and Parke, 1979) . At 
age six, when mother and child are less differentiated, the 
child's early attachment experience with the mother plays an 
important role in the development of psychopathology (Lewis, 
Feiring, McGuffog, & Jaskir, 1984). Thus, at this earlier 
point in the child's development the mother's overt approval 
(rejection versus acceptance) may have a stronger 
association with the child's emotional and behavioral 
stability. 
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If, in fact, the predictive value of the specific 
mother-child relationship factors varies with the age of the 
child, it might actually be the caretaker's sensitivity to 
the child's age-specific developmental issues that is the 
key most related to promoting mental health in offspring. 
Such a conclusion would be congruent with previous research 
results (Rickard, Graziano, & E'orehand, 1984), suggesting 
that parents of clinically pathological children lack 
accurate knowledge about child development, which is often 
associated with unrealistic expectations, and one might 
expect, with strained parent-child relations. This 
hypothesis would be borne out by replications of the present 
study with younger and older age groups. 
On the other hand, as Bowlby (1979) suggests, parents 
may foster psychologically healthy functioning by 
specifically recognizing and encouraging their child's 
current level of autonomy throughout their development, so 
that the parents' autonomy promotion stands as the primary 
factor affecting the child's emotional well being, no matter 
the age of the child. This might suggest, then, that 
children derive a sense of support, and a sense of inner 
control through the parent's encouragement and the parental 
authorization of appropriate levels of independence given 
the child's age. Such a conclusion would be consistent with 
Baumrind's (1973) findings that the authoritative parental 
stance, which includes a combination of high control and 
encouragement of the child's independence, was more optimal 
toward promoting instrumental competence in children than 
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the authoritarian (detached, controlling and less warm) and 
permissive (less controlling and warmer) parenting styles. 
Clearly, the mother-child relationship is 
bidirectional. Therefore, the documented importance of the 
child's perception of mother-child relationship factors as 
predictors of concurrent child psychopathology points 
neither to the responsibility of the child nor the mother. 
For instance, the child's perception of overcontrol is as 
likely related to the mother's response to the child's out 
of control behavior, as it is related to the mother's 
tendency toward overprotection. Likewise, while it is 
possible that the child's perceptions accurately reflect the 
mother's behavior it is also possible that these perceptions 
reflect the child's characteristic distortion of actual 
events. While the source of the perceptions is not clear, it 
is clear that these perceptions occur and that they are 
associated with concurrent child psychopathology and are, 
therefore, of clinical and theoretical importance. 
Maternal Psychopathology and Child Psychopathology 
Surprisingly, maternal psychopathology did not vary 
significantly with child psychopathology, as the reviewed 
literature would suggest, although it did contribute to the 
variance between high and low levels of concurrent child 
psychopathology. While consistent with the investigator's 
view that the subjective quality of the mother-child 
relationship may largely account for the previously 
documented relationship between maternal psychopathology and 
child psychopathology, the low predictive value of maternal 
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psychopathology in the present study is, nonetheless, 
striking. It is conceivable that the use of a general 
population, rather than a clinic or hospital population led 
to a tempered representation of maternal psychopathology, in 
that the psychopathology assessed by the SCL-90-R, for the 
study sample, was not as severe as the psychopathology 
previously described in the literature. Certainly, a broad 
spectrum of psychological symptoms was included in the 
report of maternal psychological distress, rather than one 
particular diagnostic category (e.g. depression), as in 
earlier research. Moreover, the degree of psychopathology 
varied considerably among the mothers, with some endorsing 
clinically significant levels of distress across all nine 
symptom dimensions (depression, somatization, hostility, 
anxiety, obsessive-compulsive, interpersonal sensitivity, 
phobic anxiety, paranoid ideation, psychoticism) and others 
reporting very discrete areas of disturbance. However, the 
use of the SCL-90-R correctly identified 46% of the mothers 
who had sought therapy for psychological problems, 
suggesting that it allowed for a representation of at least 
mild psychological dysfunction. 
The representation of a broad range of maternal 
disturbance may serve to further substantiate the higher 
order influence of the parent-child relationship over the 
mother's mental state alone, since it suggests that some 
mothers, who vary considerably in pathological character, 
hold in common characteristics that are related to the 
development of psychological problems in their offspring. 
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The implication is that it is the way one is able to parent 
(or at least the child's impression of that parenting) 
regardless of one's psychological state, that is related to 
the psychological functioning of offspring. 
Another striking aspect of the study was the high 
percentage of school children (54%) who were diagnosed via 
the CAS. This number was comparable, however, to an earlier 
report, indicating that 55% of the preadolescent school 
population examined, received a diagnosis, even though none 
of the children involved had been previously seen by mental 
health professionals (Pfeffer, Zuckerman, Plutchik, & 
Mizruchi, 1984). Of the children who participated in the 
present study, 17% had been seen by a mental health 
professional prior to the study. The discrepancy between the 
number of distressed children and the number of children 
taken for professional help, might be best explained by the 
general reluctance of adults to acknowledge the distress of 
children as real and worthy of professional attention. It is 
possible, in fact, that at least some of the psychological 
dysfunctioning noted in the subject sample was transient in 
nature, although not necessarily unworthy of attention, 
professional or otherwise. 
Sociometric Status and Child Psychopathology 
Contrary to the hypothesis that rejected and neglected 
children would show higher degrees of psychopathology than 
average and popular children, the results indicated that the 
social status groups could not be differentiated by the 
total number of symptoms assessed by the CAS. Moreover, 
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sociometric status was not a significantly predictive 
component of the hierarchical model of concurrent child 
psychopathology. However, rejected children received higher 
total psychopathology scores on the CAS (mean=52) than 
popular children (mean= 38.56), suggesting that while no 
statistical difference in psychopathology were found among 
the sociometric status groups, a potential clinically 
significant difference exists between, children who 
demonstrate especially good peer relations and those who are 
socially rejected by peers. 
Even more clinically significant are the qualitative 
differences that were shown to exist among socially accepted 
and unpopular children in terms of diagnostic outcome. As 
predicted, socially neglected and socially rejected children 
were found to be more likely to receive a clinical diagnosis 
than were popular or socially average children. This would 
suggest that while sociometric status does not contribute to 
differences in the number of symptoms across groups, it does 
contribute to the symptom clusters that the different groups 
display. In other words, rejected and neglected children do 
demonstrate more psychopathology, based on DSM-III 
classification from the CAS, than do socially average and 
popular children. This conclusion validates earlier reports 
suggesting that being unpopular with peers might contribute 
to the development of psychopathology (e.g. Cowen, et al., 
1973; Faust, et al., 1985), but it throws into question 
previous research results that have suggested that neglected 
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children are indistinguishable from socially average 
children in their behavior (e.g., Virtue & French, 1984). 
Methodological differences may be held accountable for 
the discrepancy between the present and the previous 
findings. As French and Waas (1985) suggested, the report of 
a limited number of psychological problems among the 
neglected children may be attributable, not to the lack of 
problems, but to the low social impact of the problems and 
difficulties these children experience. It has frequently 
been the teacher, parent, peer or investigator who supplies 
the information to determine problematic from normal 
behavior among the children examined, so that subtle or 
covert problems experienced by the neglected children, 
themselves, may be overlooked. Furthermore, many of the 
earlier conclusions were based on quantitative rather than 
qualitative measures and looked specifically at overt 
behavior problems rather than emotional factors, so that the 
full extent of the child's psychological experience was not 
represented. Moreover, Kagan and Moss (1982) have shown that 
direct questioning of pre-adolescent children is likely to 
instigate the denial of negative psychological qualities 
because the children are well aware that such qualities are 
undesirable. However, the same investigators acknowledged 
that, during this age, children are not yet cognitively 
sophisticated enough to maintain the positive facade when 
negative characteristics are gleaned by indirect means. 
Thus, the conclusion that rejected children are lonelier 
than neglected children (Asher & Wheeler, 1983) may reflect 
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differences in sophistication or motivation toward positive 
self-preservation, rather than actual differences in 
experienced loneliness between the two groups. 
The present study is somewhat unique, not only because 
the children were examined for psychopathology on both 
quantitative (continuous measure of symptoms) and 
qualitative (diagnostic categorization) measures of 
psychopathology, but also because psychopathology was based 
on the child's report of objective information (via a semi-
structured clinical interview) in a format that was 
minimally value-laden in nature. Thus, the methodological 
confounds that may have prevented the neglected sociometric 
status from standing out from the average status in earlier 
work, were not present in the current project, and the 
results suggested that socially neglected children, like 
rejected children, are at risk for child psychopathology and 
are, therefore, worthy of further clinical and theoretical 
consideration. 
The hypotheses that socially neglected children would 
be more likely to be diagnosed with "internalizing" 
disorders (i.e. separation anxiety, dysthymia, major 
depression, overanxiety, enuresis, obsessive-compulsiveness, 
phobia(s), schizoid disorder) than other sociometric groups; 
and that the rejected children would be more likely to be 
diagnosed with an "externalizing" disorder (i.e. 
attention/hyperactivity, conduct or oppositional disorders) 
were not borne out. No differences were found in the type of 
diagnoses received among the sociometric status groups, such 
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that neglected children were just as likely to be diagnosed 
with a conduct or oppositional disorder as socially rejected 
or accepted children; and vice versa, rejected children were 
as likely as any other sociometric status to be diagnosed as 
depressed or anxious. Moreover, aggressive-rejected children 
were not more likely than non-aggressive rejected children 
to be diagnosed at all, although the small number of 
children in these categories probably limits the 
significance of this result. These results seem discrepant 
with earlier research (e.g., Coie, et al., 1982) which 
indicated that rejected children were perceived by peers as 
aggressive, disruptive, and uncooperative (i.e. showing 
negative externalized social reactions), while neglected 
children were seen as shy and uninvolved (i.e. showing 
either no psychopathology or an internalized form of 
symptoms). Yet, observational studies have shown that both 
rejected and neglected children were likely to engage in 
high proportions of attention-seeking and disruptive 
behaviors with peers (Dodge, Schlundt, Schocken, & Delugach, 
1983) and both exhibited inappropriate play, even though 
neglected boys were less aggressive and less socially active 
than rejected boys. In conjunction with these earlier 
research findings, the results of the present investigation, 
might indicate that socially neglected, popular and average 
children display the same types of acting out behaviors, but 
at lower frequencies and with lower levels of social impact, 
than the rejected children, so that it is the rejected 
children who are more likely to be actively disliked. 
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However, the present results suggest that psychologically 
dysfunctional popular, average, rejected and neglected 
children are equally as likely to be diagnosed with an 
"externalized" disorder when the diagnosis is based on the 
children's report of the type and intensity, rather than the 
frequency and the social impact, of the behaviors they have 
displayed. 
Additionally, the overlap in diagnoses might be 
indicative of the different forms of affect and behavior 
children incorporate in their repertoire to express the same 
type of emotional strife. Sociometric status, then, may be 
associated more with the form of affective and behavioral 
expression among peers, rather than with differences in the 
internal experience among the sociometric status groups. For 
example, while both the neglected and rejected children may 
be experiencing intense clinically relevant levels of 
distress associated with parental divorce, neglected 
children may withhold from acting out at school, while the 
rejected children may not be able to maintain the self-
control to keep their emotional concerns to themselves 
within the school setting. This explanation is congruent 
with research results indicating that socially rejected 
children demonstrate significantly less self-control than 
other status groups (Krantz & Burton, 1987). Conversely, 
neglected children may not feel as free to express 
oppositional tendencies at school, where their peers can 
witness them, as they do at home where they feel more at 
ease. Such a hypothesis is consistent with the results of an 
investigation by Coie and Kupersmidt (1983), who found that 
rejected boys remained aggressive and disruptive regardless 
of their familiarity with the peer group, while neglected 
boys differed considerably when in familiar versus 
unfamiliar peer situations. With familiar peers, neglected 
boys were less socially active, less prosocial and more 
likely to withdraw from social encounters, than with 
unfamiliar peers with whom they interacted regularly. This 
may point, then, to differences in demonstrativeness among 
the sociometric status groups, rather than to true 
differences in the types of internalized distress they 
experience. The neglected child's tendency to go unnoticed 
by both peers and adults may, again, reflect their concern 
about self-preservation or providing a good image (i.e. 
better not to say or do anything to avoid the risk of social 
recrimination) more than it reflects their inner turmoil or 
desire for friends. While shy and awkward, neglected 
children do not tend to be irritating to others given their 
solitary play and meager verbalizations (Dodge, 1983). 
Accordingly, they may not be ones to complain or act out at 
school, when they are distressed. Nonetheless, the results 
of the current study suggest they are apparently at risk to 
experience internalized and externalized psychopathological 
symptoms. Perhaps, then, the neglected child's oppositional 
behavior is more likely to be confined to the home. 
Both socially neglected and rejected children may hold 
in common a feeling of being alienated from the majority of 
their peers, thus leading to more discomfort, less self-
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esteem and self-competence, and accordingly, to more 
diagnosable psychopathology that interferes in various types 
of functioning. This may explain why the results indicated 
that an affective disorder of some sort is just as likely to 
correspond with acting out behavior and peer rejection as it 
is to correspond with social withdrawal. This is an 
important finding, in itself, since it points to the 
clinician's need to look past the surface behaviors 
displayed by children ahd toward the underlying emotional 
dynamics supporting those behaviors. Further research is 
needed, however, to further substantiate potential 
similarities in the internalized experience of rejected and 
neglected children. 
Surprisingly, for the subject sample, there was a 
rather low frequency of children who demonstrated 
externalized disorders alone (only seven as compared to 31 
falling into the internalized disorders) and there was an 
extensive overlap of externalized and internalized disorders 
in 16 of the children diagnosed. The low number of 
externalizers may simply reflect the reluctance of acting 
out children to participate in a research study, since other 
researchers (e.g., Patterson, 1982) have found that parents 
of children who exhibit acting out behaviors are less likely 
to cooperate with researchers than those who do not show 
such behavioral deviancy. Moreover, the screening of the 
schools excluded children who were placed in self-contained 
special education classes due to their behavioral or 
learning problems. Interestingly, even when subjects were 
identified as aggressive by peers, they were no more likely 
than non-aggressive children to receive a diagnosis of any 
kind. Thus, the subject sample may not have included 
children with severe acting out or severe levels of 
psychopathology. Therefore, socially rejected children may 
have been misrepresented, yielding a conservative estimate 
of the behavior problems exhibited by the peer-rejected 
population. Such a misrepresentation may have contributed to 
the lack of diagnostic differentiation between the neglected 
and rejected children. 
However, as they are, the findings may support the 
concept of "masked" depression (e.g., Cytryn & McKnew, 
1974), since affective disorders were found to correspond 
with conduct disorders. The results might further suggest 
that anxiety can also be "masked", since anxiety was also 
associated with externalized disorders. Kaslow and Rehm 
(198.3) suggest that "masked" depression has gone out of 
vogue, "because every symptom possible has been considered 
as an indication of depression" (p. 28). But, rather than 
being an indication of depression or anxiety, conduct 
disorders may often be supported or even caused by these 
internalized forms of psychopathology, such that it is the 
anxiety or depression in need of intervention rather than 
the disruptive behaviors, themselves. Such a possibility 
does appear tenable given the overlap of internalized and 
externalized disorders in the present study. Very little 
attention has, thus far, been given to the emotional 
dynamics associated with conduct disorders and juvenile 
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delinquency. Rather, the emphasis has been on the 
psychosocial factors, such as family living conditions, 
intelligence and academic performance, social class, etc., 
(Kazdin, 1987) . Future research is needed to determine if 
anxiety and depression play a larger role in precipitating 
antisocial behavior. 
Maternal Psychopathology and Mother-Child Relationship 
Factors 
In partial accordance with the hypothesized 
differences, comparisons of the mother-child relationship 
dimensions indicated that the children's perceptions of 
their mothers' disciplinary control was dependent upon the 
mothers' psychological functioning. Specifically, mothers 
identified as psychologically distressed, by their report on 
the SCL-90-R, were more likely to be viewed by their 
children as strict or firm in their disciplinary control as 
compared to mothers who were not psychologically troubled. 
However, the distressed mothers did not differ from the 
psychologically healthy mothers on the dimensions of 
maternal acceptance versus rejection or autonomy promotion 
versus psychological control. The differences on maternal 
strictness can be construed to further substantiate previous 
research, such as Rutter's (1966) observation that 
psychopathological parents negatively impacted their 
children through aggression, hostility or overt neglect; and 
the report by Weissman, et al. (1972), suggesting that, 
among other things, depressed mothers have more difficulty 
communicating with their children and demonstrate more 
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friction toward them than normal mothers. Therefore, 
distressed mothers may be more short tempered and 
controlling (especially when their child has transgressed) 
than non-distressed mothers, but their hostility may be 
contained within their disciplinary role, so that their 
children do not feel rejected, overall. Apparently, the 
mothers' psychopathology also does not interfere directly 
with their ability to promote independence to the child's 
satisfaction. 
The consideration of the mother-child relationship 
dimensions as the outcome of maternal psychopathology, 
maternal marital satisfaction, child psychopathology and the 
child's peer sociometric status parallels with Belsky's 
(1984) model of parenting. This theoretical model suggests 
that the quality of parenting is most influenced by the 
parent's psychological resources (e.g. maternal 
psychopathology), followed by the contextual support the 
parent receives (e.g. marital satisfaction) and finally by 
the child's characteristics (e.g. child psychopathology and 
sociometric status). However, the present results suggest 
that the predictive relationship of these variables depends 
on whether it is the child or the mother who reports on the 
quality of parenting (or the parent-child relationship), and 
on what aspects of parenting are being considered. At least 
for the control versus autonomy dimension, Belsky's major 
contention that parental psychological resources most 
directly impacts parenting is upheld, since maternal 
psychopathology accounted for the most variance on this 
dimension. However, this was only true when the mother was 
reporting on her own parenting behavior. When the child 
reported on maternal behavior it was the child's 
psychological functioning that best accounted for the 
explained variance on the mother's control over the child. 
Moreover, marital satisfaction did not significantly account 
for variance on any of the dimensions regardless of whether 
it was the mother or the child's report. Finally, Belsky's 
model was not upheld for the acceptance/rejection and 
firm/lax dimensions of parenting. This would suggest then 
that while Belsky's (1984) model of parenting may be 
tenable, overall, his concept of parenting should be more 
clearly defined in terms of the relevant dimensions of 
parenting and the source of the information about parenting 
behavior. 
Sociometric Status and Mother-Child Relationship Factors 
As hypothesized, popular children reported feeling more 
accepted by their mothers than average children, but 
contrary to apriori predictions, no other sociometric group 
differences were found on maternal autonomy promotion or on 
maternal disciplinary control. The popular children's report 
of high parental acceptance further underscores the claims 
of developmentalists (e.g., Hartup, 1983; Bell, et al., 
1985; Flaherty & Richman, 1986), who have linked early and 
concurrent positive affective relations with parents to the 
child's social competence. Thus, the child's social 
successes with peers seem to be parallel with the chixd's 
perception of positive interpersonal interactions with their 
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parents, such that prosocial behavior may be learned within 
the context of the home. One might conjecture that the 
child's sense of independence from the mother might foster 
peer involvement, and thus help to promote popularity, but 
this relationship may be too indirect to be significant. It 
is interesting that there were no differences found in 
perceived maternal acceptance between popular and socially 
rejected children. However, this finding may just serve to 
support further the view that the child's_ social behavior is 
modelled from the mother (e.g. Putallaz, 1987), since both 
the antisocial and prosocial child may be equally accepted 
by the parent if the parent supports and reinforces the 
child's social behavior as like their own, and hence, 
appropriate. Thus, while true differences in levels of 
maternal acceptance may give popular children the edge over 
average children on social peer acceptance, it may have the 
opposite effect of furthering peer rejection in socially 
rejected children, whose mothers may promote anti-social 
behavior as acceptable. 
Sociometric Status and Maternal Psychopathology 
Contrary to the hypothesized differences, maternal 
psychopathology did not vary with the sociometric status of 
the children. Therefore, popular and average children were 
just as likely as socially neglected and rejected children 
to have mothers who reported clinically significant levels 
of psychological distress. This finding may attest to the 
higher order influence of the parent-child relationship 
factors (or at least the child's perceptions of these 
factors), and particularly maternal acceptance, over the 
mother's psychological distress in impacting the child's 
social development. This would suggest, then, that many 
distressed mothers are capable of promoting prosocial 
behavior in their children in spite of their psychological 
troubles, and that, conversely, some psychologically healthy 
mothers are capable of promoting anti- or asocial behavior 
in their children. This conclusion is compatible with the 
anecdotal information provided by Musick, et al. (1987), 
which suggested that many of the psychologically disturbed 
mothers in their treatment program were interested in other 
people, were emotionally available to their children and 
were capable of enjoying and relating to their children. 
Thus, maternal psychopathology may be related to the social 
development of offspring only to the degree that the 
mother's psychological distress affects her own social 
interactions. This possibility would not preclude the 
modelling effects cited above, so that psychologically 
distraught mothers who are capable of prosocial behavior may 
be more likely to have popular or socially average children, 
whereas the mothers whose psychopathology interferes with 
their social interaction may be more likely to have socially 
rejected or neglected children. However, further systematic 
research is needed to substantiate this claim. 
Summary of Findings and Conclusions 
The current study yielded a significant hierarchical 
predictive model of concurrent child psychopathology in 
which perceived maternal psychological control or lack of 
autonomy promotion, perceived disciplinary firmness, 
maternal psychopathology, and peer sociometric status 
accounted for a significant portion of the variance in the 
level of child psychopathology, once the variance accounted 
for by demographic variables was partialled out. As 
hypothesized, the child's perception of the mother-child 
relationship factors were shown to overshadow maternal 
psychopathology and peer sociometric status in their utility 
as predictors of concurrent child psychopathology, by 
accounting for comparatively more variance on a continuous 
measure of child psychopathology. 
In terms of its theoretical importance, the derived 
model points to the importance of including the subjective 
characteristics of the mother-child relationship, over and 
beyond the status of the mother's own mental health, as "at 
risk" factors that may be associated with the development 
or, at least, the maintenance of child psychopathology. That 
is, whether the child's perceptions accurately depict the 
mother-child relationship or not, these perceptions affect 
the child's subjective experience of that relationship. 
Since the child's early experience is thought to provide the 
basis upon which later development builds (Sroufe & Rutter, 
1984), the child's negative perceptions of the mother-child 
relationship may account in some way for the development of 
psychological symptoms. Moreover, if the child's perceptions 
are not altered, either through cognitive reorganization or 
through actual changes in the mother-child relationship, an 
epigenetic view would suggest that these negative 
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perceptions would increase and perpetuate abnormal 
functioning throughout childhood and into adulthood. The 
specific value of the child's impression of psychological 
control or overprotection as a predictor of concurrent child 
psychopathology suggests that autonomy promotion may be 
involved in raising psychologically healthy children and 
may, therefore, serve as a protective factor in the face of 
other at risk factors such as maternal psychopathology and 
dysfunctional peer relations. Such a possibility is worthy 
of further exploration within the context of "at risk" or 
resiliency research. 
Practically, the model suggests that the mother-child 
relationship, or at least the child's perception of that 
relationship, should be targeted for assessment and 
intervention within the therapeutic context, since the 
child's symptoms may be propagated, in part, by ongoing 
dysfunctional parent-child interactions. Specifically, the 
results give credence to the clinician's attempts to 
dissuade mothers from placing too much control (whether 
psychological or disciplinary in nature) on their children, 
since being overprotective or overly critical and strict was 
shown to be potentially detrimental at least for children 
between the ages of 9 and 12. Also of clinical significance, 
are the diagnostic differences that were shown to exist 
among socially accepted and socially unaccepted children. 
The knowledge that socially neglected and rejected children 
are more likely than socially average and popular children 
to receive a DSM-III diagnosis is potentially valuable 
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toward the accurate diagnostic description of children, as 
is the finding that an affective disorder of some sort is 
just as likely to correspond with acting out behavior as it 
is to correspond with social withdrawal. These findings 
point to the clinician's need to look past the surface 
behaviors displayed by children and toward the underlying 
emotional dynamics supporting those behaviors. 
The study further serves as an impetus for future 
developmental research with the aims of: 1) delineating the 
importance of various perceived mother-child relationship 
factors at different stages in the child's development, to 
clarify whether or not the importance of parental autonomy 
promotion and tempered disciplinary control, at the 
exclusion of parental acceptance, is age-specific or age-
inclusive toward fostering mental health in offspring; 2) 
building on Belsky's (1984) model of parenting, by 
specifying the relevant dimensions of parenting and the 
appropriate source of information about parenting behavior; 
3) determining if differences in demonstrativeness, due to 
differences in self-control and in the desire for positive 
self-presentation have, heretofore, masked similarities in 
externalizing and internalizing symptoms among neglected and 
rejected children; 4) determining through prospective 
designs if anxiety and/or depression precipitate or 
correspond with the development of anti- or asocial 
behavior; and finally 5) accounting for more of the variance 
in child psychopathology by adding other determinants, such 
as father-child relationship factors, sibling-child 
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relationship factors, extra-familial supports, temperament 
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Please answer every question completely. All the information 
on this form will be coded numerically and will therefore 
remain completely confidential. No names will be connected 
in any way to the information provided below. Check one 
response or fill in a written answer when indicated. If a 
question does not apply to you please respond by placing N/A 
in the space provided. 
1) Are you the biological or the adoptive mother of the 
child for whom you have signed consent? 
1. biological 
2. adoptive 
2) Are you a single parent? 
1. yes 
2. no 
3) If you have been divorced please indicate the year in 
which your former spouse left the home. 
4) If you are a single parent, how many days during a month 
does your child spend with his/her father? 
5) If you are a single parent, how would you best describe 
your overall feelings for your child's father at the present 
time? 
1. uncommonly good 
2. good 
3. neutral or okay 
4. negative or bad 
5. very negative 
6) If you are widowed please indicate the year in which your 
spouse passed away. 
7) If you were never married to the father of your child 
please indicate the year in which your relationship ended 
with this man. 
8) If you are currently married to or living with a romantic 
partner other than the child's father, please indicate the 
year in which this man became a member of the household. 




10) If you are employed outside the home please indicate the 
position you hold (e.g. teacher, bank teller, business 
executive, etc.) 
11) If you are employed outside the home do you work full 
time or part time? 
1. full time 
2. part time 
12) How many years of education have you had? (e.g. 8th 
grade=8, high school graduate=12, bachelors degree=16). 




4. American Indian 
5. Other, please list 
14) What is your age? 
15) What is the birth date of the child for whom you 
have signed consent? 
16) Have you ever seen a mental health professional for help 
with your own problems? 
1. yes 
2. no 
17) Have you ever seen a mental health professional for help 
with the child who is participating in this study with you? 
1. yes 
2. no 
18) If you are currently married or living with a romantic 
partner has this man ever sen a mental health professional 
for help with his problems. Check one. 
1. yes 
2. no 
3. or N/A 
19) How many daughters do you have? 
, , , What are their ages? 
20) How many sons do you have? 
, , , What are their ages? 
21) ^ What is the birth order of the child for whom 
you have signed consent? (e.g. firstborn, 2nd born, 3rd 
born) 
22) Do you feel your child has problems that are greater 




23) Estimate the number of hours in one week that you 
spend with the child for whom you signed consent. 
24) If you are currently married or living with a 
romantic partner estimate the number of hours this man 
spends with the child for whom you signed consent. 
25) Is there another adult besides yourself and the child's 
father or father substitute who has a special interest and 
an ongoing relationship with your child? 
1. yes 
2. no 
26) If you answered yes to question #25 please 
indicate the relationship of this adult to your child (e.g. 
teacher, uncle, neighbor, family friend, etc.). 
27) Does the child for whom you have signed consent have a 
special relationship with another child that is outside the 
typical childhood friendships? 
1. yes 
2 . no 
28) If you answered yes to question #27 please 
indicate the relationship of this other child to your child 




Table 3. Predictive Value of the Independent Variables 
at the Point at Which it Was Added to the 
Equation in the Full Hierarchical Multiple 




R2 F to , 
Delete 
E 
SES .0644 7.76 .0066 
Gender .0005 0.07 .7974 
Race .0356 4.29 .0413 
Race x Gender .0540 6.50 .0126 
Marital 
Satisfaction .0005 0.06 .8140 
CRPBI: Acc/Rej* .0014 0.17 .6772 
CRPBI: Con/Autb .0487 5.87 .0176 
CRPBI: Firm/Lax .0433 5.23 .0248 
Maternal 
Psychopathology .0183 2.21 .1410 
Sociometric Status .0314 1.26 .2925 





Ratings: Con/Aut .00009 0.01 .9188 
Ratings: Firm/lax .0294 0.35 .5532 
8 Acceptance vs. Rejection 
b Psychological Control vs. Autonomy 
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Table 5. Unique Predictive Value of the Independent 
Variables in the Full Hierarchical Multiple 




R2 F-value E 
SES .0135 1.62 .2060 
Gender .00005 0.01 .9394 
Race .0121 1.45 .2313 
Race x Gender .0231 2.78 .0991 
Marital 
Satisfaction .0014 0.17 .6850 
CRPBI: Acc/Reja .00002 0.00 .9626 
CRPBI: Con/Autb .0673 8.11 .0055 
CRPBI: Firm/Lax. .0245 2.96 .0891 
Maternal 
Psychopathology .0208 2.51 .1167 
Sociometric Status .0273 1.10 .3558 





Ratings: Con/Aut .00007 0.01 .9270 
Ratings: Firm/lax .0029 0.35 .5532 
a Acceptance vs. Rejection 
b Psychological Control vs. Autonomy 
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Table 7. Predictive Value of the Independent Variables 
at the Point at Which it Was Added to the 
Equation in the Reduced Hierarchical Multiple 




R2 F to 
Delete 
E 
SES .0644 8.16 .0053 
Race .0358 4.53 .0360 
Race x Gender .0544 3.44 .0364 
CRPBI: Con/Aut" .0486 6.15 .0150 
CRPBI: Firm/Lax .0441 5.58 .0203 
Maternal 
Psychopathology .0168 2.12 .1486 
Sociometric Status .0327 1.38 .2542 
a Psychological Control vs. Autonomy 
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Table 8. Unique Predictive Value of the Independent 
Variables in the Reduced Hierarchical Multiple 







Race x Gender .0267 
CRPBI: Con/Auta .0718 
CRPBI: Firm/Lax .0264 
Maternal 
Psychopathology .0204 















a Psychological Control vs. Autonomy 
Table 9. Means and Standard Deviations of CAS, Acc/Rej, 
Con/Aut, Firm/Lax, MAS, SES (mothers' years in 
school) for Psychologically Distressed and 
Non-Distressed Mothers 
Group Variable Means Standard Deviations 
Non-
Distressed CAS 45.95 27.73 
Mothers 
Acc/Re ja 26.01 2.33 
Con/Autb 17.71 3.45 
Firm/Lax 22.16 2.73 
MASC 85.03 18.49 
SES 13.92 2.29 
Distressed CAS 40.05 20.66 
Mothers 
Acc/Rej" 25.89 1.93 
Con/Autb 18.79 3.21 
Firm/Lax 23.42 2.38 
MASC 71.65 19.56 
SES 13.08 2.26 
a CRPBI Acceptance vs. Rejection 
b CRPBI Psychological Control vs. Autonomy 
c Maternal Marital Satisfaction 
Table 10. Means and Standard Deviations of CAS, Acc/Rej, 
Con/Aut, Firm/Lax, MAS, SES (mothers' years in 
school) for Psychologically Distressed and 
Non-Distressed Children 
Group Variable Means Standard Deviations 
Non-
Distressed CAS 23.85 7.43 
Children 
Acc/Re ja 26.24 1.99 
Con/Autb - 17.01 2.78 
Firm/Lax 23.01 2.50 
MAS° 79.94 18.96 
SES 14.23 2.13 
Distressed CAS 61.43 22.42 
Children 
Acc/Re ja 25.72 2.33 
Con/Autb 19.09 3.59 
Firm/Lax 22.28 2.78 
MASC 80.21 20.83 
SES 13.06 2.33 
a CRPBI Acceptance vs. Rejection 
b CRPBI Psychological Control vs. Autonomy 
° Maternal Marital Satisfaction 
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Table 11. Means and Standard Deviations of CAS, Acc/Rej, 
Con/Aut, Firm/Lax, MAS, SES (mothers' years in 
school) for Popular, Average, Neglected and 
Rejected Children 
Group Variable Means Standard Deviations 
popular CAS 38.56 25.95 
Children 
Acc/Rej" 26.83 1.67 
Con/Autb 18.28 3.52 
Firm/Lax 22.74 2.45 
MASC 81.56 21.43 
SES 14.00 2.17 
Average CAS 42.77 30.08 
Children 
Acc/Re ja 25.18 2.78 
Con/Autb 18.05 3.23 
Firm/Lax 23.33 2.33 
MASC 77.38 20.24 
SES 13.96 2.42 
Neglected CAS 41.71 17.25 
Children 
Acc/Rej" 26.26 1.57 
Con/Autb 17.85 3.11 
Firm/Lax 22.15 2.55 
MASC 80.62 17.19 
SES 13.92 2.24 
Table 11. (continued) 
Rejected CAS 52.00 25.61 
Children 
Acc/Re ja 25.64 2.20 
Con/Autb 18.26 3.82 
Firm/Lax 22.22 3.22 
MASC 80.88. 21.22 
SES 12.56 2.16 
a CRPBI Acceptance vs. Rejection 
b CRPBI Psychological Control vs. Autonomy 
c Maternal Marital Satisfaction 
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Table 12. Frequencies of Diagnoses Across Sociometric Status 
Groups 
Popular Average Neglected Rejected 
Dysthymia 3 - - 3 
Major Depression 3 1 
Separation Anxiety 5 3 7 7 
Overanxious 6 9 8 5 
Obsessive-Compulsive 114 1 
Phobia 12 1 2 
Schizoid - 1 
Enuresis - - 2 3 
Attention-Deficit 2 1 - 2 
Oppositional 4 2 4 3 
Conduct Disorder - 2 1 3 
